what they have learned? Nancy L. Mace, MA mtg4Xaw", There is a plethora of training materials, workshops, seminars and trainers available to teach the care of people with dementia. Are people learning? Is care changing as a result? Are providers getting their money's worth? There are a few general precepts that can guide us in planning and purchasing education.
There is a story about a wealthy man who fell in love with a prostitute. She was perfect for him in all ways except that she did not share his interests. He loved art, music, and above all the cultivation of rare shrubs. So he hired teachers who lectured her on elocution, Rembrandt, Mozart and rhododendron. But it failed. After all this effort, she did not change. The moral to this story is that you can lead a prostitute-to-culture but you can't make her think. Teaching dementia care is like this-we can lead our students to new knowledge and new skills, but the real test is whether they implement what they learn in the care setting. Since the content of many training materials is basically correct-although highly duplicativewe need to consider what makes people change what they do in response to new information.
New learning must be anchored in current knowledge. It is wonderful to teach someone to appreciate modern symphony, but if that person has heard only Rock, he or she will have difficulty figuring out how the new knowledge applies. Nowhere is this more baffling than to the Certified Nursing Assistant (CNA) who is trying to get 44 resistant, uncooperative, wandering people up and dressed and who is told to treat them with dignity. She is probably not treated with much dignity herself.
Process is the part of education which allows the student to integrate the ways in which what she is learning is connected to what she has to do. Lecture, video, reading, handouts, or training manuals provide facts, but must be accompanied by methods such as discussion, exercises, case studies, and problem solving which allow people to actively apply this information. These are time consuming and challenging.
Fragmentation is a major concern in our current dementia education system. Imagine sending a medical student off to a few lectures by different people, having him watch some videos, read a manual and then expecting him to perform surgery? Dementia care is a complex business. It takes organization to teach it successfully. Each class must build on the previous one. Training goals must be consistent. When we send a staff person to seminars, she must waste time hearing the same introductory material over and over, she must reconcile the varied viewpoints of different teachers, and when she returns she must have the teaching tools to fully communicate what she learned. Seminars have a key role-they excite people, they disseminate new information, and they facilitate exchange between attendees, but they do not lay the ground work for good solid care skills. Instead they build The American Journal of Alzheimer's Disease January/February 1996 .K"W& .'Ww " 'M W4 on good existing care skills. I sympathize with the facility which says it is hoping for some good ideas from each seminar. Short term education from a variety of people does distribute good ideas, but they only work when the facility already has a solid groundwork on which to base them. How is the purchaser of training to know which "system"" is the right one? How is the purchaser to know which is even accurate, when various sources disagree? There is a good, solid knowledge base in dementia care. Source materials should be rooted in this and build on that expertise. Training materials should have a philosophy anchored in what is well known about dementia and dementia care. Training should state learning objectives clearly and these should match the objectives of the purchaser. We should reinvent the wheel only when the wheel needs reinventing.
Training should do no harm. This adage, originating in medicine comes as no surprise in dementia education. It is easy to do harm-to the provider agency, to the staff one trains, or to the person with dementia. It is harmful when a provider pays a trainer and does not achieve the outcomes the purchaser was seeking. It is easy to harm staff; we embarrass them when we teach them things that don't make sense to them, we frustrate them when we teach them things they cannot carry out, we make them feel guilty when we place too much responsibility for the person's disability on their shoulders. We harm the person with dementia when we teach inappropriate interventions. We also harm the person with dementia when training subtly repeats the old message that "nothing much can be done" so that staff continue to do nothing much. Finally, the facility or agency must be ready to accommodate changes in staff behavior. For example, a video shows a staff person finding a new way to divert a resident The American Journal of Alzheimer's Disease January/February 1996 from rifling though a bureau drawer. But in real life, while the nurse stands in front of that dresser drawer, two residents get in an argument, one wanders away and a CNA is calling her name urgently. She faces policies and procedures unmentioned in the video and she is short staffed. Human beings resist change, and resistance from those who have not been given the training, can create obstacles. Good training must enable the learning staff and the administration to adapt and modify to make best use of the learning time.
The kind of training I am describing is expensive and the final answer is in whether those who will pay for it value it. Some of the materials available offer short cuts, which again, are most useful when a solid foundation already exists. Management is well aware of the costs of purchasing training which proves ineffective.
Only 15 years have passed since the first materials that could be used for training became available. In that remarkably short time an enormous amount of good information about dementia and dementia care has reached the hands-on provider. We know what it is, we know that it is special, we know that we need to know more. Many staff have combined excellent common sense skills with some dementia skills so that care has improved. And there is a pool of talented professionals teaching and developing teaching materials. But dementia care is extraordinarily challenging and we have a long way to go. By providing the learning tools that integrate knowledge, by building basic skills, by demanding accountability and accuracy, by recognizing the risk of doing harm, and by preparing a fertile field into which to sow new learning, we can greatly upgrade the gains we have made. Nancy L. Mace, MA, Consultant, Walnut Creek, California is the author of The 36-hour day, and is currently developing some training materials for dementia care that will include strategiesfor successful teaching.
